ABSTRACT
INTRODUCTION
Congenital coronary anomalies are generally reported to be about 1% (ranging from 0.2 to 1.3%) based on adult angiographic series and 0.3% based on autopsy series (1, 2) .
Th e most common coronary anatomic variation is the anomalous left circumfl ex artery (ALCx) that can be found in approximately 0.37 to 0.7% of all patients (3, 4) . Th is anomaly arises from a separate ostium within the right sinus, or a very unusual as a proximal branch of the right coronary artery (RCA). In adult patients relationship of the arterial course to the aorta and pulmonary arteries considering vulnerability to atherosclerosis determined prognosis of coronary artery anomalies that are associated with life-threatening conditions including congestive heart failure, arrhythmia, myocardial infarction, syncope and sudden death (4) (5) (6) (7) . In this paper, we presented two cases of coronary anatomic variations of the left circumfl ex artery from the right sinus of Valsalva, and the left circumfl ex artery as a proximal branch of the right coronary artery (RCA).
CASES REPORTS
Th e fi rst case is 64-year-old man hospitalized to our clinic due to of chest pain. Also, patient was a smoker and had a history of arterial hypertension, obesity, and dyslipidemia. Th e physical fi ndings characterized with blood pressure, 125/80 mmHg; pulse rate, 80 beats/min; respiratory rate, 20 breaths/min; and body temperature, 36.8° C. Biochemical parameters were: serum creatinine kinase level of 520 IU/L, creatine kinase-myocardial band level of 6.5 ng/mL and troponin-I level of 0.1 ng/mL. Electrocardiography characterized with deep Q wave in inferior leads and in V4-V6 with biphasic T in D2, D3, aVF, and V3-V6. In transthoracic echocardiography (TTE) is presented regional wall motion abnormalities in the entire severely hypokinetic inferoposterior wall. The patient underwent coronary angiography that revealed the LCx arising from the right coronary sinus (Figure 1 ). The mildly stenosed LCx coexists with a stenosed RCA. The second case is 67-year-old man presented to the emergency department with chest pain that had developed two hours previously. The patient had a history of arterial hypertension for 10 years, diabetes mellitus for 5 years, and chronically hemodialyzed for 7 years. The vital signs were as follows: blood pressure, 130/80 mmHg; pulse rate, 90 beats/min; respiratory rate, 22 breaths/min; and body temperature, 36.8° C. The laboratory findings showed a serum creatinine kinase level of 473 IU/L, creatine kinase-myocardial band level of 6.4 ng/mL and troponin-I level of 0.15 ng/mL. Electrocardiography demonstrated ST segment depression of 1-2 mm in leads V4-V6, and inverted T wave in D2, D3, aVF. The transthoracic echocardiography (TTE) revealed severely hypokinetic medioapical segments of anterolateral wall, and hypokinetic basal segments of interventricular septum and inferior wall. The coronary angiography revealed a left circumflex artery (LCx) as a proximal branch of the right coronary artery (RCA) (Figure 2) . The LAD contained an proximal lesion up to 80%. The LCx and RCA are occluded in medial segment. 
DISCUSSION
During the third week of fetal development can occur changes resulting in presentation of coronary artery anomalies with a prevalence ranges from 0.3% to 1.3% based on previously reported angiographic series (2, 8) .
The sudden cardiac death in patients with coronary artery anomalies may result from contortion of the vessel's slit-like, tangential origin that during exercise leading to ischemia and resultant arrhythmia (9) .
Also based on results of other authors the poor prognosis associated with anomalous coronary arteries originating from the RSV results from the severity of ischemia that is related to degree of coronary intussusception, level of intramural hypoplasia, and compression of the pulmonary trunk or aorta as a result of an increase in pressure in these vessels during exercise (10, 11, 12) .
Some authors have suggested that coronary segments with an anomalous course are vulnerable to atherosclerosis making that coronary artery anomalies which presented with STEMI to be a complex occurrence (7, 13).
CONCLUSION
The atherosclerotic coronary artery disease leads to the need of coronarography which can find out the presence of coronary artery anomalies. We should think about these anomalies during coronarography knowing that based on type of these anomalies and considering the vulnerability to atherosclerosis will be determined the method of the treatment.
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